The management of cervical spondylosis has evolved over the past several decades. Surgical decompressive and stabilization techniques have become more widely accepted for use in patients with intractable pain or neurological deficits. Advances in neuroimaging, surgical technique, and surgery-related technology including the operating microscope and anterior fixation devices have all contributed to the expanding role of surgery for the treatment of this condition. In this paper the author will focus on the role of corpectomy as a surgical option for managing cervical spondylosis.
Cervical spondylosis is the most frequent pathological condition affecting the adult spine. It is the most common cause of cervical radiculopathy and myelopathy in patients older than 50 years of age. The spondylotic process represents a spectrum of degenerative changes involving the intervertebral discs and the vertebral bodies that results in the formation of osteophytes. The development of these osteophytes can lead to the subsequent compression of adjacent nerve roots or the spinal cord, inducing a wide range of clinical signs and symptoms. When osteophytic compression of neural elements produces symptoms that are not alleviated by conservative measures, decompressive surgery may be indicated.
The surgical management of cervical spondylosis has evolved significantly over the past several decades. Initially, laminectomy was the sole option for decompressing the cervical spinal cord and nerve roots, despite the fact that cervical spondylosis-induced epidural compression most frequently occurred anterior to the neural elements. This limitation may have resulted in less than optimum clinical outcomes as a result of incomplete decompression of the neural elements.
The development of the anterior cervical approach as well as a variety of internal fixation devices gradually expanded the options available for the surgical management of cervical spondylosis. Anterior cervical surgery now represents one of the most frequently performed spinal procedures. Although a majority of these procedures are localized to the intervertebral disc space, removal of a vertebra or several vertebrae may be indicated if the site of epidural compression extends beyond the level of a disc space. In this paper the author focuses on the indications and techniques for cervical corpectomy.
SURGICAL MANAGEMENT OF CERVICAL SPONDYLOSIS
The surgical management of cervical spondylosis remains controversial. The clinical manifestations and natural history of the disorder are variable and unpredictable. 20, 21 In earlier studies in which the natural history of cervical spondylosis was assessed, authors suggested this was a self-limited process. 7, 21, 26 Other authors have noted that surgical treatment did not alter the natural history in those patients with cervical spondylotic myelopathy. 1, 16 Many of these studies were limited in their assessment of clinical outcome because of the heterogeneous and often protracted course of cervical spondylosis. A comparison of the various clinical outcomes has been difficult because uniformity of several characteristics has been absent, including pathological entity, duration of follow-up period, and criteria for assessment. 22 Undertaking an updated study to reassess the natural history of this disorder is difficult because of the current universal acceptance of surgical intervention for clinically significant compressive lesions of the cervical spinal cord and nerve roots.
Earlier clinical studies in which authors compared conservative management with surgical decompression were also limited by the fact that laminectomy was the primary surgical intervention available. Patients in whom significant anterior epidural compression was present and in whom decompressive laminectomy was performed may have undergone incomplete decompression. The residual neural compression may have compromised the clinical outcome in these patients. Furthermore, the removal of the posterior elements may have led to the development of a kyphotic cervical deformity, which compounded the anterior epidural compression.
The conclusions drawn in these studies were also shaped by the absence of several key technological and surgical advances, including improved neuroimaging modalities, the use of the operative microscope, and developments in anterior cervical decompressive and stabilization techniques. These advances have contributed to the refinement of the selection process as well as the surgical techniques for managing cervical spondylosis. They have also created additional management decisions for the surgeon, however, including selection of the appropriate surgical approach and determination of the extent of bone removal required to optimize the clinical outcome and the need for any fusion and fixation procedure. Each of these factors is a critical component in the surgical management of patients with cervical spondylosis.
Current surgical options for cervical spondylosis are relatively safe and effective when applied in the properly selected patient. General indications for surgery are: 1) progression of a myelopathy or focal motor deficit; 2) presence of intractable radicular pain unresponsive to conservative management; and 3) the presence of spinal instability or a symptomatic deformity. These indications are dependent on the presence of a radiographically demonstrated abnormality that correlates with clinical findings.
An anterior approach to the cervical spine is indicated when the major compressive disease lies ventral to the epidural space ( Fig. 1 upper left) . The advantage of the anterior approach is that it provides direct access to osteophytes lying ventral to the epidural space by allowing resection of one or several intervertebral discs or vertebrae. The anterior approach also allows the surgeon to fuse the affected spinal levels, thus helping to control the progression of the spondylotic process.
The disadvantage of the anterior approach is that it offers limited access to the upper cervical region, the cervicothoracic junction, or any posterior compressive disease. The anterior approach is also associated with a slightly higher surgery-related morbidity rate compared with the posterior approach. 30 This higher rate of morbidity generally relates to dissection and retraction injuries involving the complex soft-tissue anatomy of the anterior cervical region. A disadvantage of anterior cervical fusion is that the disc spaces adjacent to the fused segments may over time be subjected to increased mechanical stress. Theoretically, this stress may accelerate degenerative changes in these discs and result in the development of symptoms. 12 A posterior approach is indicated when there is epidural compression secondary to infolding of the ligamentum flavum, far-lateral compression of a nerve root within its foramen, or a concentrically narrowed spinal canal, provided there is neither a kyphotic deformity nor a marked loss of the cervical lordotic curvature ( Fig. 1 upper right) . Although the posterior approach is associated with a lower incidence of soft-tissue complications compared with the anterior approach, a slightly higher incidence of neurological complications and a greater potential for the development of a postdecompression deformity have been reported. 30 Occasionally, both an anterior and a posterior approach may be necessary to optimize the decompression or stabilization of the spondylotic cervical spine. The combined anterior-posterior approach is usually indicated when there is a marked deformity of the cervical spine in conjunction with significant epidural compression (Fig. 1  lower) . It may also be indicated after an extensive anterior decompression involving the removal of several vertebrae has been performed.
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Neurosurg. Focus / Volume 12 / January, 2002 The primary goals of the surgical management in patients with cervical spondylosis include the reduction of pain and the stabilization or improvement of neurological deficits, which are achieved by performing an adequate decompression of the neural elements and by preserving or restoring spinal stability. These two factors are closely linked, and the failure to address adequately either one may result in a suboptimum clinical outcome. The variety of surgical procedures now available to the spine surgeon allows one to undertake a tailored surgical approach in each patient based on the location and severity of the compressive lesion(s), the nature and degree of any spinal instability, and the radiographic appearance of the adjacent spinal elements.
INDICATIONS FOR CERVICAL CORPECTOMY
Compression of the anterior epidural space localized to the level of the individual disc spaces(s) can be sufficiently managed by performing an anterior cervical discectomy procedure. When the extent of the epidural compression extends beyond the level of the disc space(s), however, removal of the adjacent vertebrae may be necessary to achieve an adequate decompression of the neural elements.
Cervical corpectomy may be performed from C-3 to C-7. Although it usually involves the excision of only a single vertebra along with its adjacent disc spaces, the corpectomy can be extended to include four vertebrae if necessary. Typically it is combined with a reconstructive procedure that involves the insertion of a strut graft or prosthetic device into the corpectomy defect. This construct may then be further secured by placing an internal fixation device.
TECHNIQUE FOR CERVICAL CORPECTOMY

Preoperative Preparation
Several general principles apply to the treatment of all patients undergoing cervical corpectomy for spondylotic myelopathy. The positioning of the patient's head and neck during the procedure is an important preoperative consideration. Excessive extension or flexion of the cervical spine may exacerbate the epidural compression and cause a focal cord injury. A neutral or slightly extended position of the patient's cervical spine is preferable. In cases of severe epidural compression, it may be necessary to intubate the patient under fiberoptic guidance to minimize extension of the cervical spine.
The administration of corticosteroid medication is optional. In selected patients in whom severe neurological impairment has been caused by significant neural compression, preoperative administration of corticosteroids may protect the spinal cord during surgery, although limited data exist to support this strategy. Additionally, there is conflicting evidence regarding the routine use of SSEP monitoring during surgery for cervical spondylosis. Although advocates of monitoring claim a potential reduction in postoperative neurological deficits when SSEP monitoring is used, no definitive, prospective study has been performed to substantiate this claim. Because the risk of neurological deterioration related to anterior cervical surgery is relatively low in the absence of monitoring, one must question whether the additional time and expense involved justifies the routine use of this intraoperative modality. Furthermore, the same degree of caution in decompressing the neural elements is used regardless of whether SSEP monitoring is included. Monitoring of SSEPs, however, may be helpful in isolated cases in which correction of a significant cervical deformity is also planned. Its use should be determined by each surgeon's personal preference and comfort level with anterior cervical surgery.
A final consideration, particularly in elderly patients with severe cord compression, is the avoidance of a sustained period of hypotension. This is particularly critical during induction of anesthesia when a brief period of transient hypotension may occur, increasing the potential for hypoperfusion of an already-compromised spinal cord. The anesthesiology team should be alerted to the potential for this problem and take the necessary precautions to avoid any extended hypotensive episode.
Surgical Technique
Although a thorough understanding of the anatomy of the anterior cervical region is beyond the scope of this review, it is critical to the success of the anterior cervical approach. The anatomical complexity of this region contributes to the technical difficulty of the approach, as well as to the variety of surgery-related complications that can occur.
The anterior approach for cervical corpectomy can be performed via a transverse incision in the anterior cervical triangle or via an oblique incision made along the medial border of the sternocleidomastoid muscle. When fully healed, the appearance of the transverse incision is cosmetically superior to that of the oblique incision. To obtain an extensive exposure of the anterior cervical spine, the transverse incision can be lengthened to provide as much exposure as that afforded by an oblique incision. Access from C-2 to T-1 can be achieved via a transverse incision.
Although a right-sided approach is technically easier for a right-handed surgeon, the left-sided approach to the cervical spine may offer some minimal reduction to the risk of injuring the recurrent laryngeal nerve. The recurrent laryngeal nerve on the right side lies between the trachea and esophagus but can take an aberrant course and lie more rostral than the nerve on the left side. 6 This anatomical variation may make the nerve more prone to a retraction-related injury in cases of a right-sided approach. Alternatively, in a left-sided approach there is the potential of injuring the thoracic duct.
An avascular plane is developed between the sternocleidomastoid muscle and carotid artery laterally and the trachea and esophagus medially. The carotid artery should be palpated early in this dissection to ensure its lateral retraction. Palpation can be used to identify the cervical spine and the prevertebral fascia swept aside using a cottonoid pledget. Orientation to the vertebral midline is obtained by noting the position of the medial borders of the two longus colli muscles. A spinal needle is placed into the most rostral, accessible disc space, and a lateral radiograph is obtained to confirm the appropriate spinal level.
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Role of corpectomy in cervical spondylosis After satisfactory exposure and localization, the medial borders of the longus colli muscles are elevated. This dissection should extend beyond the rostral and caudal ends of the proposed decompression site. The added length of this dissection will allow for optimum seating of a selfretaining retractor, limiting the pressure placed on the surrounding soft-tissue structures lying more anterior. The lateral dissection of the longus colli at any one level, however, should be limited to minimize the potential of inflicting an injury on the underlying vertebral artery. Excessive lateral dissection of the longus colli muscles may also result in injury to the adjacent sympathetic chain, leading to development of a unilateral Horner syndrome. 13 Selfretaining retractor blades are placed beneath the medial aspects of the longus colli muscles. A second set of retractors can be positioned perpendicular to the first two blades to allow rostrocaudal retraction (Fig. 2) .
The disc spaces adjacent to the vertebra to be removed are identified and partial discectomies are performed. It is critical to identify the neurocentral joints of Luschka at each disc level because they serve as important landmarks for maintaining a proper orientation to the midline as well as delineating the approximate lateral margins of the corpectomy trough. The trough should be oriented perpendicular to the vertebral endplates at each end and parallel to the adjacent longus colli muscles.
The initial bone excision (anterior half of each vertebra) can be performed using a bone rongeur. This bone can be saved and used later during the reconstruction and fusion process. The remainder of the bone resection is performed using a high-speed drill, preferably under loupe magnification or an operative microscope (Fig. 3) . The drill should not be used on any bone or osteophyte that is freely movable because this may result in undue pressure placed on the dura mater and the underlying spinal cord.
After adequate bone removal and shaping of the corpectomy trough have been conducted, the PLL can be opened to expose the dura. Although resection of the PLL is not absolutely necessary, its removal allows for a more complete decompression of the epidural space by providing access to osteophytes attached to the two vertebrae on either end of the corpectomy trough. Additionally, lateral decompression of the exiting nerve roots within their foramen is more effectively achieved following removal of the PLL.
A sharpened nerve hook can be used to make an initial opening through the PLL. A 1-mm Kerrison punch is then used to incise the lateral margins of the PLL. The punch should not be directed toward the midline because this may further compress an already compromised spinal cord. Instead, by makiing the incision along both lateral margins of the PLL and crossing the midline with the punch at the less stenotic ends of the corpectomy trough, the PLL can frequently be excised as a single section, further limiting the potential for iatrogenic injury to the spinal cord.
When completed, the corpectomy trough should measure approximately 15 to 16 mm in width. This ensures a thorough decompression across the entire epidural space. The apex of the dural curvature as it extends from one side of the decompression to the other should be centered within the trough. A dural guide should be easily passed beneath both ends vertebrae if the PLL has been removed.
After the corpectomy is completed, a strut bone graft is prepared and positioned. The two most common options for a strut graft in the cervical spine are a fibular or iliac crest graft. Although an iliac crest graft has more cancellous bone to help facilitate early graft incorporation, a fibular graft has more cortical bone to provide early structural support. Despite these differences, both grafts are highly effective for postcorpectomy reconstruction. Al- ternatively, a titanium mesh or carbon fiber cage material can be used for vertebral reconstruction.
The issue of whether to use autograft or allograft is not as significant in cases of anterior cervical surgery as it is in those involving posterior fusion procedures. Bone graft incorporation occurs more readily with the graft under compression (anterior fusion) than it does with the graft under tension (posterior onlay fusion). 34 For this reason, either an autograft or an allograft may be used as an anterior strut graft. Although an autograft is associated with an earlier remodeling and incorporation rate, use of an allograft avoids the complications associated with harvesting an iliac crest or fibular autograft. 18, 29, 36 These complications include persistent pain at the harvest site, paresthesias in the distribution of the related peripheral nerves, vascular injury, adjacent bone fracture (pelvic crest), and wound infection. 19 Although the use of an allograft is associated with the theoretical risk for disease transmission, the current procurement and sterilization techniques for acquiring bone allograft virtually eliminate this risk. 5, 29 A third option for postcorpectomy reconstruction is a strut graft in which both autograft and allograft are used. This procedure involves filling the hollow center of a fibular allograft with local autograft harvested from the corpectomy site. The strut graft has the advantage of providing autograft bone for the reconstruction without the disadvantage of potential harvesting-related complications.
After selection and adequate sizing and shaping, the graft may be positioned and secured using two different methods. One technique involves creating notches in the vertebral endplates at one or both ends of the corpectomy trough. The end(s) of the graft are then cut so that they seat deeply with the notched endplates (Fig. 4 left) . This may require additional bone removal from the vertebrae at each end of the trough to create the notches. Furthermore this may result in a delayed subsidence of the graft into the adjacent vertebrae because of the apposition of the harder cortical bone of the graft with the softer cancellous vertebral bone. It may also require a longer strut graft, which may limit the use of an autograft or anterior plate fixation.
Alternatively, the strut graft can be positioned without the use of notches. The two vertebral endplates forming the superior and inferior margins of the corpectomy trough are prepared so that they are perpendicular to the dura and parallel to each other. The graft is cut so that its two ends are also parallel to each other and its length slightly longer (3-4 mm) than the length of the trough. The graft is positioned under cervical traction or distraction if distraction posts have been placed into the two end vertebrae. When properly fashioned, a friction fit is achieved that is secure enough to keep the graft in place, particularly when combined with anterior plate fixation (Fig. 4 right) . This allows for the use of a shorter-length graft and minimizes the potential for graft subsidence because the cortical endplates of the adjacent vertebrae remain intact. Provided that the cartilaginous surface of the vertebral endplates are removed and good bone "carpentry" techniques are used, there is a high rate of graft incorporation associated with this technique.
Anterior Cervical Fixation
The development of standardized anterior cervical fixation systems has popularized the use of internal fixation to facilitate the bone fusion process following cervical corpectomy. By providing immediate internal stability, anterior fixation offers the potential advantages of increasing bone fusion rates, decreasing the rate of graft collapse, reducing the potential for the development of a kyphotic deformity, and minimizing the need for postoperative external immobilization. 4, 8, 17, 28, 33 A number of anterior cervical fixation systems have been developed over the past decade. Each requires the selection and contouring of an appropriately sized titanium plate or dual rod component, which can then be secured, using cancellous bone screws, to the vertebrae immediately above and below the graft. The plates may also be used to secure a bone graft in position. This can be done by placing a screw(s) through the plate into the graft or by using a heavy suture to tie the graft to the plate.
Earlier plate systems required that the screws engage both the anterior and the posterior cortices of the vertebral body, which necessitated the use of intraoperative fluoroscopy to assess accurately the positioning of the near the epidural space. With the development of locking mechanisms that secure the screws to the plate and minimize screw backout, current fixation systems require only unicortical screw engagement in the vertebra (Fig. 5) . This makes the use of intraoperative fluoroscopy for placing anterior cervical fixation optional.
Current anterior fixation systems also have varying degrees of implant-related rigidity. The rigidity of these systems can be classified as either constrained or nonconstrained. In a constrained system the implant is a relatively rigid screws that are inserted at a fixed angle into the vertebrae without any movement at the screw-plate interface. A nonconstrained system is biomechanically less rigid than a constrained system. In general, the screws can
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Role of corpectomy in cervical spondylosis 5 Fig. 4 . Left: Lateral view of bone graft position when using a mortising technique. Note the notches cut into the endplates at the two vertebral ends. This allows for a settling of the graft that may minimize the risk of graft dislodgment. Right: Lateral view of bone graft positioning when not using mortising technique. The graft is cut 3 to 4 mm longer than the length of the corpectomy trough and inserted during cervical traction. The friction fit obtained minimizes the risk of graft dislodgment. be inserted at varied angles and the screw-implant interface is not rigidly fixed. The screws in a nonconstrained system may toggle within the vertebrae as an axial load is applied. Alternatively, the screws may be permitted to glide or translate within the implant as a load is applied. The theoretical advantage of a nonconstrained system is that it allows for a gradual transfer of forces from the implant to the bone graft. This gradual load transfer onto the graft theoretically facilitates the fusion process by minimizing bone resorption associated with the stressshielding property of a rigid system. 18, 25 Although anterior cervical fixation offers several theoretical advantages, the placement of a rigid device following multilevel corpectomy has been questioned. Foley, et al., 11 investigated the in vitro effects of rigid anterior cervical fixation on multilevel strut graft constructs. They performed biomechanical testing in cadaver cervical spine specimens following a three-level corpectomy and strut graft reconstruction. In the group of scecimens not fitted with instrumentation, the load placed on the anterior strut graft was increased in cervical flexion and decreased in extension. When a rigid plate was applied to the specimens, the loading pattern of the graft was reversed, and an excessive graft load was observed in cervical extension. Although all plate-fitted specimens significantly decreased the local motion at C3-7 compared with the harvested spine, the excessive loads placed on the graft with even small degrees of extension approached the failure strength of the adjacent endplates. The authors concluded that applying such a construct after multilevel corpectomy could increase the potential for graft subsidence or "pistoning" into the adjacent vertebrae with subsequent failure of the construct.
In addition to anterior cervical fixation, posterior instrumentation alone or in combination with an anterior device can be used following multilevel corpectomy. 24 When a combined approach is used, the addition of posterior instrumentation counteracts the individual tension band effect (describing the effect that the anterior plate has on the cervical spine) of the anterior plate, reducing the motionrelated loads placed on the graft. This subsequently reduces the potential for construct failure in the three-and four-level corpectomy model.
After satisfactory positioning of the graft or prosthetic device, an implant of appropriate length is selected. The holes on each end of the implant should extend just beyond each end of the graft. This allows for a greater degree of bone access for the screws in the two terminal vertebrae and also minimizes the risk that a screw will be placed into an adjacent disc space. The implant should not span an intact disc space, because this may lead to excessive motion in the construct and subsequent loosening of the screws and plate.
After wound closure, the patient wears a hard cervical collar for 8 to 12 weeks. Halo brace immobilization is rarely necessary. In the setting of a three-or four-level corpectomy, supplemental posterior fixation is usually performed to reduce the higher morbidity rate frequently demonstrated in cases in which the longer anterior constructs are used. Radiographs are obtained immediately postoperatively and at regular intervals (3-6 months) for a period of 2 years to assess graft incorporation and fixation competence.
Although internal fixation devices have provided a significant advance in the field of anterior cervical spine surgery, they should not be considered a substitute for sound bone grafting techniques. The role of these devices is to provide immediate, rigid immobilization to facilitate early and solid bone graft incorporation. Without a solid fusion, repetitive mechanical forces may ultimately lead to device-related failure in the form of screw backout or fracturing of the implant or screws. Device-related failure, in turn, will increase the potential for pseudarthrosis and clinically significant segmental instability.
COMPLICATIONS
A wide variety of complications can occur as a result of cervical corpectomy procedures. Saunders, et al., 31 have reported a series of 40 patients undergoing corpectomy in which the perioperative complication rate was 47.5%. Most of these complications were secondary to the softtissue exposure required for the corpectomy. Inadequate release of fascial tissue planes can result in damage to the esophagus, trachea, carotid or vertebral arteries, or the recurrent laryngeal nerve. Injury to the spinal cord or nerve roots is less frequent, but an incomplete decompression of the neural elements is more likely than with anterior cervical discectomy is performed. When a neural injury does occur during decompression, it most commonly involves the C-5 nerve root and is usually transient. 31 More common in cervical corpectomy are those complications related to bone grafting. 2, 3, 10, 15 Although the rate of pseudarthrosis is higher with allograft than autograft, this difference can be minimized by performing careful and meticulous bone grafting techniques and by the use of internal immobilization. Additional bone graft complications are related to the length of the grafts used and the forces acting upon them. The longer the strut graft, the greater the degree of leverage placed on the graft, particularly at the caudal end during cervical extension. For this reason, longer-length grafts have a greater potential for dislodgment. Although anterior fixation devices may min-imize this risk, they too are subjected to the same forces of leverage placed on the longer strut grafts. If these devices are not adequately secured, they may loosen and pull the graft out of position.
Bone graft-related complications are limited by meticulous preparation of the graft site and selection of an appropriate bone graft. Preparation of the graft site involves removal of the cartilaginous surfaces of the adjoining endplates or precise mortising of the endplates and the graft. An adequate period of postoperative cervical immobilization is also necessary to ensure a successful fusion.
Soft-tissue complications related to cervical corpectomy can be minimized by careful anterior exposure and adequate release of all tissue planes over the cervical spine. Secure positioning of self-retaining retractors will further minimize the risk of soft-tissue injury. When in place, the retractors should be intermittently released to limit the effect of long-term pressure on the adjacent anatomical structures.
CLINICAL OUTCOME OF CERVICAL CORPECTOMY The authors of several clinical studies have evaluated the outcome of patients who have undergone cervical corpectomy for spondylotic myelopathy. Ebersold, et al., 9 noted immediate clinical improvement in 23 (70%) of 33 patients; the mean improvement in Nurick grade was 1.5 after cervical corpectomy. Clinical status in nine patients was unchanged and deterioration occurred in one case at early follow up. At long-term follow up (mean 6.96 years) neurological status in 18 patients (54.5%) remained improved, was unchanged in nine (27.3%), and had deteriorated in six (18.2%). They found that age, severity of disease, number of levels decompressed, and preoperative Nurick grade were not predictive of outcome. The only factor related to potential deterioration was the duration of symptoms present preoperatively.
Macdonald, et al., 23 analyzed their results in 36 patients who underwent cervical corpectomy followed by fibular allograft reconstruction. Myelopathy improved in 17 patients, whereas in 15 patients if remained unchanged and in four patients it deteriorated, based on the Nurick classification. They reported a surgery-related morbidity or permanent major morbidity rate of 22% (eight patients).
In a review of several other studies in which authors evaluated the results of cervical corpectomy, we found similar results. Clinical improvement in myelopathy was noted in 73 to 100% of patients. [2] [3] [4] 14, 27, 32, 33, 35 Although each of these studies was designed as a retrospective review, they nonetheless indicate an improvement in the natural history of cervical spondylosis in patients who undergo anterior decompressive surgery. The mean morbidity rate of 31% emphasizes the fact that cervical corpectomy can be a technically challenging procedure with a potentially high morbidity rate.
CONCLUSIONS
Advances in surgical techniques and spinal stabilization methods have expanded the role of corpectomy for the management of cervical spondylotic myelopathy. In the properly selected individual, it allows for a direct decompression of the anterior epidural space and stabilization of the appropriate spinal motion segments. When extensive multilevel decompression is required, however, cervical corpectomy can be a technically demanding procedure that can result in a wide variety of perioperative complications. The procedure requires a precise evaluation of the individual decompression-related requirements as well as a thorough knowledge of the related cervical anatomy, the pertinent spinal biomechanics, and general techniques of anterior cervical spine surgery.
